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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): August 28, September
3,5,6,9, 10, 11, 2013.

During the course of the inspection, the inspector(s) spoke with Administrator,

Director of Care(DOC), Associate Director of Care(ADOC), Physician, Care Co-

ordinator, Registered Nurse(RN), Scheduling Co-ordinator, Personal Support
Workers(PSW), Residents and Substitute Decision Maker(SDM).

During the course of the inspection, the inspector(s) reviewed clinical health
records, staff schedules and home policies related to replacement of staff,
infection control, medication review and administration.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Medication
Responsive Behaviours
Sufficient Staffing

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive
behaviours

Specifically failed to comply with the following:

s. 53. {4) The licensee shall ensure that, for each resident demonstrating
responsive behaviours,

(a) the behavioural triggers for the resident are identified, where possible; O.
Reg. 79/10, s. 53 (4).

(b) strategies are developed and implemented to respond to these behaviours,
where possible; and O. Reg. 79/10, s. 53 (4).

(c) actions are taken to respond to the needs of the resident, including
assessments, reassessments and interventions and that the resident’s
responses to interventions are documented. O. Reg. 79/10, s. 53 (4).

Findings/Faits saillants :
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1. The licensee did not ensure that actions were taken fo meet the needs of the
resident with responsive behaviors including reassessment and interventions.

A review of the progress notes indicated Resident #2 exhibited inappropriate behavior
numerous times on the evening shift.

The behavior consisted of verbal/ physical aggression, throwing a walker at other
residents/staff, slamming doors, ringing call bells and threatening individuals in the
area.

Resident #2 was prescribed medication at bedtime when required for behaviors.

A review of the electronic medication record indicated the prescribed medication was
not administered when the resident demonsirated inappropriate behaviors. .
Registered staff failed to reassess the resident when there was a significant increase
of behaviors on the evening shift and implement action to respond to the behaviors.
When interviewed the Director of Care confirmed the resident should have been
reassessed and appropriate intervention be implemented. [s. 53. (4) (c)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a writien plan of correction for
achieving compiiance to ensure actions are taken to meet the needs of the
resident with responsive behaviors including reassessment and intervention, to
be implemenied voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 131.
Administration of drugs

Specifically failed to comply with the following:

s. 131. (2) The licensee shall ensure that drugs are administered io residenis in
accordance with the directions for use specified by the prescriber. O. Reg.
79/10, s. 131 {2).

Findings/Faits sailiants :
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1. The licensee did not ensure drugs are administered to the resident in accordance
with the directions for use specified by the prescriber.

The physician prescribed pain medication three times a day for discomfort.
According to the electronic medication administration record, Resident #2 did not
receive the prescribed dose three times a day because the resident was sleeping.
Resident #2 did not receive the third dose of the prescribed medication on the
following dates:

March 1, 2, 6,13,14, 20. 21, 27, 29 and 30, 2013.

A review of the clinical health record indicated a significant increase in the behavior
exhibited by Resident #2 in March 2013 in comparison to the incidents demonstrated
in February 2013.

When interviewed the Director of Care confirmed the resident should have received
the pain medication as prescribed. [s. 131. (2)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance o ensure drugs are administered to residents in
accordance with the directions for use specified by the prescriber, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with 0.Reg 79/10, s. 134. Residents’
drug regimes

Every licensee of a long-term care home shall ensure that,

(a) when a resident is taking any drug or combination of drugs, including
psychotropic drugs, there is monitoring and documentation of the resident’s
response and the effectiveness of the drugs appropriate to the risk level of the
drugs;

(b) appropriate actions are taken in response to any medication incident
involving a resident and any adverse drug reaction to a drug or combination of
drugs, including psychotropic drugs; and
(c) there is, at least quarterly, a documented reassessment of each resident’s
drug regime. O. Reg. 79/10, s. 134.

Findings/Faits saillants :
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1. The licensee did not ensure there was a documented reassessment of each
resident's drug regime on a quarterly basis for Resident #2.

A documented reassessment of Resident #2's drug regime was completed on April
13, 2012 for the period from April 13, 2012 to July 12, 2012.

The next documented reassessment was completed on August 6, 2012 for the period
covering August 6 to November 4, 2012.This reassessment was completed 24 days
after the previous reassessment was scheduled to be completed.

An additional reassessment of Resident #2's drug regime was completed on
December 7, 2012.

This reassessment was completed 32 days after the previous reassessment was
scheduled to be completed.

A documented reassessment of Resident #2's drug regime was not completed on a
quarterly basis.

When interviewed the Director of Care confirmed the reassessment of Resident #2's
drug regime should have been completed on a quarterly basis. [s. 134. (c)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure a documented reassessment of each resident’s
drug regime on a quarterly basis, to be implemented voluntarily.

Issued on this 9th day of October, 2013

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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